SUMMARY Fifty-three consecutive pregnant women seen over six months were screened for chlamydial infection, syphilis, gonorrhoea, trichomoniasis, and candidosis. Chlamydia trachomatis was isolated in 20 (37-70o) patients, of whom six were sexual partners of known cases of non-gonococcal urethritis (NGU) (two had associated gonorrhoea or candidosis) and six had gonorrhoea (three had associated trichomoniasis and candidosis). If treatment is given to contacts of NGU 14 patients with other presenting conditions would not have been treated unless chlamydial cultures had been performed. This may lead to potentially serious complications of chlamydial infection in both mothers and neonates.
Introduction
Chlamydia trachomatis has been shown to be a potentially serious pathogen. In women sexually transmitted infection can lead to salpingitis.' Furthermore, infection in pregnant women may lead to premature labour or stillbirth, neonatal death, and postpartum pelvic inflammation. [2] [3] [4] In neonates infection is acquired during passage through the infected birth canal and can cause conjunctivitis with possible pannus formation and conjunctival scarring3'-0 as well as pneumonitis.1 12 The clinical criteria for the diagnosis of chlamydial genital infection in women are unsatisfactory and without culture many infected women would remain unrecognised and untreated. [13] [14] [15] [16] [17] The purpose of this study was to assess the prevalence of chlamydial infection in pregnant women attending a clinic for sexually transmitted diseases (STD). 25 Ag/ml idoxuridine and were incubated for three days before use. This method is based on that described by Reeve et al. 19 For isolation the growth medium was removed, replaced with 1 ml of the specimen, and centrifuged at 3000 x g for one hour. After further incubation for two hours at 35°C the supernatant was removed and replaced with fresh growth medium containing idoxuridine.
Tubes were incubated for a further 2-3 days before the coverslips were fixed with methanol and stained with iodine. C 
Discussion
Since all contacts of NGU should be treated,'8 chlamydial culture in this group will be of little practical importance. The isolation rate excluding this group, however, is still high (14/44, 31 '8%). This is in contrast to the isolation rate of 0-16%7o in pregnant women in non-STD clinics.9 2024 In surveys carried out in STD clinics the isolation rates are 10-30% in unselected women,'3-'7 25-27 30-40% in women whose contacts have NGU,'13-7 25 26 and 2-17% in women whose contacts' histories are unknown. 13 15 25 26 In some American studies most infected patients were black and the higher prevalence in the black population is thought to reflect their lower socioeconomic status.'02' This would also apply to our patients who come from poor areas with 907o of the population belonging to social classes III, IV, and V and 10% of the population from overseas, mainly the West Indies.
The absence or presence of symptoms did not help in predicting chlamydial infection, as about one-third of Chlamydia-positive women had no symptoms. Furthermore, in symptomatic women most complained of a vaginal discharge, which could be physiological.
Martin et a12 estimated that there was about a 10-fold increase in the relative risk of stillbirth and neonatal death after 20 weeks' gestation in Chlamydia-positive pregnant women. In our study one Chlamydia-positive patient who presented with genital warts had a mid-trimester abortion before treatment could begin. American studies show that in infants born to mothers with chlamydial infection of the cervix 60-70% subsequently acquire the infection,'021 22 
